Introduction: CT-guided, frameless radiosurgery is an alternative treatment to traditional catheter-angiography targeted, frame-based methods for intracranial arteriovenous malformations (AVMs). Despite the widespread use of frameless radiosurgery for treating intracranial tumors, its use for treating AVM is not-well described.
INTRODUCTION
Intracranial arteriovenous malformations (AVMs) present one of the greatest clinical challenges for neurosurgeons, radiation oncologists, and neurointerventionalists. Classically, the treatment of these lesions involved careful patient selection followed by large, open surgical procedures, or more recently endovascular obliteration, radiosurgery, or a combination of these methods (1) (2) (3) . This trend of utilizing increasingly less invasive options, endovascular, and radiosurgical, has lead to the advent of frameless radiosurgical devices that do not require the traditional head frame for stereotaxic guidance (4, 5) . Despite the widespread adoption of these devices for treating both intracranial and extracranial pathologies, to the author's knowledge to date there has been only two reports on the results of frameless radiosurgical devices for the treatment of intracranial AVM (5, 6) . We report the retrospective results of two institutions with using CyberKnife frameless stereotactic radiosurgery (SRS) for the treatment of intracranial AVM.
METHODS

PATIENT SELECTION AND TREATMENT
We performed a retrospective review of patients with intracranial AVMs treated with CyberKnife SRS from December 1st, 2005 to February 1st, 2011 at Georgetown University Hospital and the University of North Carolina at Chapel Hill. Patients who had undergone single fraction SRS for intracranial AVM with or without endovascular embolization and had received at least one follow-up imaging study were included. All patients were www.frontiersin.org treated by an interdisciplinary team of radiation oncologists and neurosurgeons. High resolution CTA images with or without MRA were obtained from all patients for pre-treatment planning. A planning target volume (PTV) and critical structures were manually delineated by the treating neurosurgeon with the PTV encompassing the contour of the AVM with a 1 mm margin (Figure 1 ). All treatment planning was performed on pre-treatment CTA imaging, and when available, using fused MRA/CTA imaging. The treating isodose and prescription dose were determined by the treating radiation oncologist in consultation with the treating neurosurgeon, and took into account the AVM nidus, overall volume, proximity to critical structures, and previous treatment history. Treatment plans were generated using an inverse planning method by the CyberKnife treatment software (Multiplan, Accuray).
OUTCOMES ASSESSMENT
Patients were tracked as part of routine clinical follow-up by the interdisciplinary team. MRA scans with or without catheter-angiography confirmation were obtained at pre-defined annual intervals unless acute changes in neurological status warranted immediate imaging. Neurological symptoms were clinically assessed and recorded by the treating neurosurgeons. Complete closure was defined as total resolution of the AVM nidus and draining veins on imaging, with partial closure being defined as a decrease in size of the nidus with the persistence of large draining veins.
STATISTICAL ANALYSIS
All statistical analyses were performed utilizing SPSS Statistics v19 (IBM). Statistical analysis was performed in order to identify pre-treatment and treatment variables that correlated with AVM closure. The Kruskal-Wallis test, a non-parametric equivalent to ANOVA, was utilized for comparison of continuous variables grouped by AVM closure outcomes. For analysis of volume and dose, Pearson Chi-square testing was employed. Alpha was set to 0.05 to yield a 95% confidence interval (CI) for all statistical tests. Averages were all reported as the median value and interquartile range (IQR), which is a more robust measure of dispersion than simple range.
RESULTS
PATIENT AND TREATMENT CHARACTERISTICS
Twenty-six patients were identified as having undergone treatment for intracranial AVM and met all criteria for inclusion in the current study ( Table 1) . Fifteen (58%) of the patients were male and 11 (42%) were female. The median age at time of treatment with radiosurgery was 41 years (IQR, 26-55 years). The AVMs had a range of Spetzler-Martin grades with 7 Grade I, 12 Grade II, 6 Grade III, and 1 Grade IV. Ten (38%) of the patients were either current smokers or had a history of smoking, and seven (23%) of the patients were hypertensive. Fourteen (54%) of the patients had a pre-treatment hemorrhage, and of the hypertensive patients, six out of seven (86%) experienced pre-treatment hemorrhage (p = 0.027). The median AVM nidus volume was 1.62 cm 3 (IQR, 0.57-8.26 cm 3 ). Pre-treatment embolization was performed in 11 patients (42%), with 9 patients being treated with Onyx and the others with n-butyl cyanoacrylate (NBCA). The median isodose was 80% (76-83%), which was treated with a median prescription dose of 1900 cGy (IQR, 1800-2175 cGy). Seventeen (65%) of the patients had SRS as monotherapy, while nine underwent a combination of SRS and embolization or, in one case, surgical resection.
AVM CLOSURE RATES
At median follow-up for the cohort of 25 months (IQR, 19-36 months), 15 patients had a complete closure of their AVM, 6 patients had a partial closure, and 5 patients were stable (Figure 2) . Time since treatment was a significant predictor of response, fully closed AVM had, on average, 11 months more follow-up time than those with partial or no closure (p = 0.03) ( Table 2) . Nidal volume and dose did not correlate with AVM closure rate (p = 0.63, 0.12). Spetzler-Martin Grade did not correlate with AVM closure as well (p = 0.26).
NEUROLOGICAL DEFICITS AND TOXICITY
One patient experienced a post-treatment hemorrhage at 22 months requiring emergent surgical decompression ( Table 3) . No other significant post-treatment adverse events were reported. The most common pre-treatment neurological symptom was headaches (46%), which improved in most cases after treatment Frontiers in Oncology | Radiation Oncology with only four patients (15%) reporting them at the end of the study. Pre-treatment, controlled, and uncontrolled seizures were symptoms in 16% of the patients. By conclusion of the study, 12% of the patients had controlled seizures on oral medications, and no patients had uncontrolled seizures.
DISCUSSION
Our results show that frameless SRS is a safe and effective technique for the treatment of intracranial AVM. A large recent study by Ding et al. reported an obliteration rate of 30% at 10 years, and the present study with an obliteration rate of 58% at 3 years compares favorably to these results (7). The higher rate of closure in the present study is may be due to generally smaller nidal volumes, and generally lower grades, yet roughly equivalent marginal doses (7) . It is worth noting that Spetzler-Martin grading incorporates size into its calculation of grade (as well as draining veins and eloquence of cortex), and therefore is unsurprisingly correlated with obliteration rates. The results of this article with regards to obliteration rates and dependent factors are consistent with observations made in similar studies of radiosurgical outcomes for treatment of intracranial AVM with Gamma Knife (7-10). While other studies have shown a consistent and expected dependence of AVM closure on dose, volume, grade, and followup time, the present study only demonstrated a dependence on follow-up time (8) . This lack of dependence upon dose and volume may be attributable to a small sample size and the variance within these factors, and therefore are negative results due to lack of statistical power rather than truly negative results. Our minimally invasive approach of obtaining CTA with or without MRA for planning purposes prior to frameless SRS does come with a notable drawback when treating AVM after embolization with Onyx. Onyx, an ethylene vinyl alcohol polymer which is solvated in dimethyl-sulfoxide (DMSO), is radio-opaque and can cause artifact on CTA, which can make it difficult to properly visualize the AVM nidus for treatment planning and follow-up.
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